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INTRODUCTION:  Liver  rupture  is  a  serious  event  that  is  most  commonly  due  to  blunt  abdominal  trauma.
We  present  a  case  of peliosis  hepatis  in a patient  admitted  for acute  pyelonephritis  who  developed
hemoperitoneum  due  to  spontaneous  hepatic  rupture  from  this  rare  liver  condition.
PRESENTATION OF  CASE:  We  report  a 44 year-old  woman  who  presented  to our  hospital  with  acute
pyelonephrititis  and  hemoperitoneum  due  to spontaneous  hepatic  rupture  from  peliosis  hepatis.  Physi-
cians  should  be aware  of  this  rare  condition  in  patients  who  present  with  non-traumatic  hepatic  rupture
with  hemoperitoneum.eliosis  hepatis
pontaneous liver rupture
DISCUSSION:  PH  should  be  considered  in  all patients  with  known  risk factors  who  present  with typ-
ical  morphological  changes  or a hepatic  mass,  especially  when  the  cause  of  sudden  intraperitoneal
hemorrhage  is  obscure.
CONCLUSION: Peliosis  hepatis  is most often  asymptomatic  and  an  incidental  ﬁnding  at  autopsy.  In  symp-
tomatic  patients,  surgery  should  be reserved  for  those  patients  whose  hemorrhage  is-life-threatening.
ing  c
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. Introduction
Liver rupture is a serious event that is most commonly due
o blunt abdominal trauma. We  present a case of peliosis hep-
tis in a patient admitted for acute pyelonephritis who  developed
emoperitoneum due to spontaneous hepatic rupture from this
are liver condition.
.  Presentation of case
A 44-year-old woman was admitted into our unit through
mergency Room for acute pyelonephritis (fever and abdominal
ain). Initially the patient was stable and abdominal examina-
ion revealed no abdominal signs. The vital signs were: blood
ressure 95/60 mmHg, heart rate 130 beats/min, respiratory rate
8 breaths/min and body temperature 36, 5 ◦C. The laboratory ﬁnd-
ngs were white blood cell count 6.1 × 10 ◦C/L (normal 4 × 109–10 ×
09/L), hemoglobin 8.9 g/L (normal 13.1–17.5 g/L), normal liver
Abbreviations: PH, peliosis hepatis; CT, computed tomography; HS, Dhepatic
inusoidal  dilatation; RCB, red blood cell.
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tests, and platelet count 81 ×10 ◦C/L (normal 140 ×109–400 ×
109/L). CT scan (Fig. 1) showed acute left pyelonephritis and a nor-
mal liver. Antibiotics were started and the patient was discharged
home. Two  days later, the patient presented with persistence
of fever, abdominal pain and hypovolemic shock; Investigations
revealed hemoglobin of 6 g/dL (normal 13.1–17.5 g/L), and platelet
count 74 ×10/L (normal 140 × 109–400 × 109/L). Liver function
tests showed total bilirubin 7 mol/L (normal < 1.3 mg/dL), alkaline
phosphatase 146 U/L (normal < 220 IU/L), alanine aminotransferase
323 U/L (normal < 43 IU/L), aspartate aminotransferase 412 IU/L
(normal < 38 IU/L), prothrombin time 50 s (normal 11–15 s). The
serum creatinine was normal. Repeat abdominal CT scan showed
many hypodense areas with contrast leakage in the right liver and
liver capsule rupture (Fig. 2). The patient received massive red
blood cell (8 RBC) transfusion and ﬂuid resuscitation. The clin-
ical condition continued to deteriorate with a platelet count of
40 × 109/L. An emergency exploratory laparotomy was performed
and conﬁrmed the liver rupture with many hemorrhagic areas from
both sides of the liver. Packing was done after. Several liver biopsies
were made (Fig. 3). The postoperative period showed persistence
of hemodynamic instability which needed massive transfusions (9
RCB). Two  days later a relaparotomy was done and a new pack-
ing was  changed. The initial postoperative period remained stable.
Open access under CC BY-NC-ND license.Investigations revealed alanine aminotransferase 3500 U/L, aspar-
tate aminotransferase 1400 U/L, alkaline phosphatase 408 U/L,
total bilirubin 28 mol/L, creatinine 440 mol/L, lactate 3.6 UI/L
(normal 190–390 UI/L), bicarbonate 45 (normal 22–31 mmol/L),
Y-NC-ND license. 
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Fig. 1. CT of the abdomen showing the normal liver.
Fig. 2. CT of the abdomen showing many areas hypodenses in right liver suggesting
acute  blood collection in these areas.
Fig. 3. Surface of the liver parenchyma showing many hemorrhagic areas.Fig. 4. (a) Liver Biopsie: hémorrhagic necrosis on healthy liver. (b) Liver Biopsie:
hémorrhagic  necrosis on healthy liver.
prothrombin time 67 s. Another CT scan showed hemoperitoneum
due to persistent bleeding from the liver. An arterial embolization
was decided. At hepatic angiography performed via the common
hepatic artery multiple contrast ﬁlling small lesions mainly in the
right liver, were shown (Fig. 5). Gel foam embolization was  per-
formed successfully and until cessation of extravasation of contrast.
On the ﬁrst day after embolization, another abdominal exploration
was carried out, the packings were removed and a new liver biopsy
was made. She died soon afterwards because of multiple organ
failure. The diagnosis of peliosis hepatis was  made histologically
(Fig. 4a and b).
3.  Discussion
Peliosis hepatis is an abnormality of the reticuloendothelial sys-
tem in the liver. The etiology is still unknown. The association with
pregnancy was  ﬁrst described by Abercrombie.1,4,7,8,11 Anabolic
steroid use is another potential cause.2 The theory that toxic sub-
stances may  induce peliosis is supported by the ﬁnding of increased
endothelial cell permeability with numerous red blood cells in the
space of Disse. The idiopathic pure hepatic sinusoidal dilatation
(HSD) is associated with immunological features of antiphospho-
lipid syndrome.6,12,16,17 Hepatic rupture affects the right side of
liver in 75%, left side in 11% and both sides in 14% of cases.3,5,13 Var-
ious forms of surgical procedures have been described to treat this
complication including peri-hepatic packing, segmentectomy and
hemi-hepatectomy. Treatment should be tailored to the individual
case to obtain the best outcome.15 In rare cases, total hepatectomy
followed by liver transplantation is the only option available for
severe uncontrollable hemorrhage.7 Hepatic rupture is difﬁcult to
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2ig. 5. Late arterial phase from a hepatic angiogram shows hepatic artery branches
isplaced by a multiple lesions in the right liver (solid arrows). Puddling of contrast
rom  capillaries is seen.
iagnose9; it is often missed or delayed because its appearance on
adiological imaging only suggests a neoplasm or an abscess.18,22
he diagnosis of peliosis hepatis (PH) on angiography is made by
isualizing small multiple accumulations of contrast material in
he late arterial phase which persists into the venous phase.21
 deﬁnitive diagnosis of PH is made from histological ﬁndings.
aparotomy appears to be the most appropriate procedure when
issue conﬁrmation is needed. Histological examination permits
ssessment of macroscopic appearance of peliosis and liver biopsy
an be carried out with adequate hemostasis. There is no speciﬁc
reatment for PH. Conservative management may  be appropriate
f the patient’s condition is stable and the liver capsule is intact.
aparoscopic drainage of hematoma may  also play a role in certain
atients. Emergency liver transplantation is the ultimate treatment
n patients with imminent liver failure.7 The natural course of PH is
ot well known. Reports have described outcomes ranging from
pontaneous resolution to fatal hepatic failure due to intraperi-
oneal massive hemorrhage.10,14 PH should be considered in all
atients with known risk factors who present with typical mor-
hological changes or a hepatic mass, especially when the cause of
udden intraperitoneal hemorrhage is obscure.19,20
. Conclusions
Peliosis hepatis is most often asymptomatic and an inciden-
al ﬁnding at autopsy. In symptomatic patients, surgery should be
eserved for those patients whose hemorrhage is life-threatening.
amiliarity with the imaging characteristics can help in earlier diag-
osis of peliosis hepatis.
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